Report of a case
A 47-year-old White man with diabetes mellitus and mild congestive heart failure had an ocular history which included advanced diabetic retinopathy, recent vitreous haemorrhage, and neovascular glaucoma. The glaucoma was controlled medically and with penetrating cyclodiathermy of the left eye in November I972. A mild anterior segment reaction followed this procedure and was treated intermittently with topical corticosteroids until January 1974. On examination in January I974, the vision was right eye: hand movements, and left eye: perception of light with projection. The right eye had rubeosis iridis and proliferative diabetic retinopathy. In the left eye there were minor areas of rubeosis, cataractous changes of the lens, and a dense vitreous haemorrhage. The fundus could not be seen. Ultrasound study of the left eye revealed relatively dense opacities and membranes within the vitreous. Vitrectomy was suggested for the left eye and performed in July 1974, using the rotoextractor (Douvas, I975) .
During the procedure a peculiar dense-white rubbery substance was encountered in multiple areas of the vitreous cavity. In an attempt to find a possible source of the fungal infection, extensive laboratory studies were done in addition to the medical examination. Complete blood count, urine analysis, and blood cultures were negative. Serum profile was normal except for a raised level of glucose. Conjunctival cultures were negative for fungi. Anterior chamber and vitreous taps were not done. Skin tests for histoplasmosis and coccidioidomycosis were negative. Chest, skull, and sinus x-rays showed no abnormalities. A liver scan revealed an enlarged spleen for which no explanation was found. Microscopical slides from the vitrectomy were reviewed by several mycologists, but the species of fungus could not be positively identified.
During the patient's stay in hospital no evidence of fungal infection could be found elsewhere in the body and two years later he was healthy without systemic complaints. The left eye was phthisical. A follow-up medical examination failed to reveal any coccidioidal lesions.
The patient's record for the two years before the vitrectomy showed no sign of endophthalmitis, although he had been examined by numerous ophthalmologists during the period. An infection of the extemal ocular structures, specifically corneal ulcer, was never present. There was no history of accidental trauma. The cyclodiathermy, which was followed by a mild anterior segment (Francois and Rysselaere, 1972) . In 1958, a case was presented of a patient with generalized coccidioidomycosis with a granulomatous uveitis (Brown, Kellenberger, and Hudson, 1958) . Histopathological examination revealed granulomatous inflammatory nodules in the iris and ciliary body. These nodules contained giant cells with spherules, surrounded by an infiltrate of lymphocytes, plasma cells, and epithelioid cells. Another interesting case of iridocyclitis with iris nodules was reported in I967 (Pettit, Learn, and Foos, I967) . Cultures of aqueous grew Coccidioides immitis. Of note in this case is that there was no evidence of disseminated coccidioidomycosis.
Iris nodules were not noted clinically in our patient before the vitrectomy. After that procedure the patient had almost a total hyphaema, and the iris could not be visualized.
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